Aims-To identify all young people prescribed growth hormone in the UK as of 1 October 1998 and to determine their age, sex, and the indication for therapy. Methods-Cross sectional national postal audit through members of the British Society for Paediatric Endocrinology and Diabetes (BSPED) and other paediatricians identified as potential prescribers of growth hormone. Main outcome measures were age, sex, and numbers of children receiving growth hormone by diagnostic category, analysed throughout the UK and by NHS region. Results-A total of 3228 children (aged 0.3 to 23.9 years) receiving growth hormone were identified by contacting 171 paediatricians (149 BSPED members). Of these, 2395 (74%) were identified who were under 16 years-representing 19.8/100 000 children in that age range in the UK-and in whom full data concerning diagnostic category were available. In the under 16s, there were 1209 (50.4%) boys and 1186 (49.6%) girls (excluding the 477 girls with Turner's syndrome: 63% boys and 37% girls). A total of 78% of the prescriptions were for licensed indications (primary and secondary growth hormone deficiency, Turner's syndrome, and chronic renal disease); 22% were for unlicensed indications (intrauterine growth restriction, bony dysplasia, Noonan syndrome, and other "short normals"). These proportions are similar to those reported in previous audits and by postmarketing surveillance from Pharmacia & Upjohn Ltd in the year 2000. Patterns of treatment were relatively uniform between regions. Conclusions-A national audit of UK growth hormone prescription indicates uniform prescribing practice between regions, low levels of prescription beyond licensed indications, and stable patterns of prescribing practice over the past two years. (Arch Dis Child 2001;84:387-389) 
Growth hormone has been available for the treatment of short stature since the early 1960s. 1 Early growth hormone preparations were derived from human pituitary extracts, but this source was withdrawn in 1985 following early reports of possible association with the subsequent development of CreutzfeldtJakob disease. 2 However, within 12 months biosynthetic human growth hormone became available and unlike the product derived from the pituitary extract, natural sequence E coli derived human growth hormone was available in unlimited quantities. 3 Currently, growth hormone therapy has been recommended for a number of licensed indications including growth hormone insuYciency, Turner's syndrome, growth failure associated with chronic renal disease, and most recently, for the growth hormone deficiency associated with PraderWilli syndrome.
Prior to 1985, a national committee, the Health Services Human Growth Hormone Committee, funded by the NHS, approved all growth hormone prescriptions in the UK. The committee reviewed the clinical history, indications for treatment, and arranged supplies of growth hormone derived from pituitary extracts. 4 With the advent of human biosynthetic growth hormone, this committee was disbanded and the responsibility for prescription was devolved to the individual growth centres and local paediatricians. Under the internal market arrangements introduced into the NHS, the cost of the prescription was further devolved to the general practitioners, who collaborate in shared care arrangements with local paediatricians.
A consequence of these rearrangements in the method of growth hormone prescription was that there was no longer a central database, and regular audit of growth hormone prescription has proved diYcult. The membership of the British Society for Paediatric Endocrinology and Diabetes (BSPED) includes all the paediatric endocrinologists in the UK; they carry the largest responsibility for growth hormone prescription. In 1998, the Society agreed that as a prelude to future longitudinal audit of growth hormone prescription, the Society would endeavour to determine how many children were on growth hormone as of 1 October 1998, and the indications for therapy.
Subjects and methods
In 1998, all clinical members of the BSPED (n = 149) in the UK were contacted and asked to provide details of patients on growth hormone therapy as of 1 October 1998; 39 BSPED members reported prescribing growth hormone. For simplicity, the diagnostic criteria were grouped into the categories shown in table 1. BSPED members were also asked to identify any other doctors not in the BSPED who might be prescribing growth hormone within their region. Twenty two further prescribers were identified; they were also contacted for similar details of growth hormone prescription.
ANALYSIS
Numbers and details of prescription were analysed nationally and by NHS region. These were the regions current on 1 October 1998 (Anglia & Oxford, North West, Northern & Yorkshire, Northern Ireland, Scotland, North & South Thames, South West, Trent, Wales, West Midlands). In order to estimate the numbers of children under the age of 16 years being treated for individual indications within these regions, population data were obtained from the OYce of National Statistics (ONS), established from census data collected in 1997. 5 
Results
The BSPED membership reported a total of 2434 prescriptions, and the 18 non-members of the society reported an additional 794 prescriptions, giving a total of 3228. The age range of the children being treated at the time of audit was 0.3 to 23.9 years (median 12.2). There were 53% males (age range 0.5-23.9 years, median 12.6), and 47% females (age range 0.3-21.1 years, median 11.8).
Because of variable ascertainment of subjects aged 16 years or over, relating to referral to adult clinics, subsequent analysis was confined to those aged under 16 years. A total of 2395 subjects were thus identified, representing 19.8/100 000 children aged under 16 years in the UK, in whom full details of the diagnosis were available. There were 1209 (50.4%) boys and 1186 (49.6%) girls; excluding the 477 Turner girls changed the balance to 63% boys and 37% girls. Table 1 summarises the indications for growth hormone therapy in these 2395 children. Overall, 78% of prescriptions were for licensed indications, including growth hormone deficiency (idiopathic, congenital, secondary (craniopharyngioma and other acquired), Turner's syndrome, and renal disease); 22% of prescriptions were for other indications. The numbers and ages of children receiving growth hormone for the various indi- even though the numbers of children developing growth hormone insuYciency following cranial radiotherapy or other oncological therapies have increased through the years. It is unlikely that "missed patients" could completely account for this discrepancy, as not all would be growth hormone deficient. Rather, it supports the clinical impression that the prevalence of growth hormone deficiency may be declining. The cause of this decline is not known but could partly relate to increasing rates of surgical delivery in infants with breech presentation. 9 Regional analysis of prescribing practice was reassuring, in that the percentages of growth hormone prescriptions for the diVerent indications were similar. Some anomalies were inevitable as referral practices are complex. For example, low rates of ascertainment in Wales reflected referral practice whereby short children from North Wales were referred to Liverpool, and the low number of children with craniopharyngioma reflected uneven referral to regional centres, particularly in London.
Overall these data indicate relatively uniform prescribing practice throughout the UK, low levels of prescription beyond licensed indications, and stable patterns of prescribing practice over the past two years. We would like to thank all members of the BSPED and other paediatricians from the RCPCH who provided us with details of growth hormone prescriptions. We would also like to thank Pharmacia & Upjohn for their assistance in collecting some of the data through the KIGS database.
